PATIENT ACKNOWLEDGMENT AND CONSENT

This form will be retained in your medical record

We are required to provide you with a copy of our “Notice of Privacy Practices” which states how we may use and/or disclose your health information.

I acknowledge that I have received and have had an opportunity to review a copy of Coastal Chiropractic Center, P.A.’s “Notice of Privacy Practices”, effective date of March 26, 2013.  I understand that the Notice describes the uses and disclosures of my protected health information by Coastal Chiropractic Center, P.A. and informs me of my rights with respect to my protected health information.

I hereby consent to the uses and disclosures of my protected health information (PHI) as outlined in the Notice and in accordance with the Health Insurance Portability and Accountability Act (HIPAA) Privacy Rule and applicable state law.

________________________________

______________________

Print Name





Date

_________________________________

Signature of Patient or Representative

__________________________________

Relationship of Representative to Patient

Please describe the Representative’s authority to act on behalf of the Patient, i.e. relationship, guardianship, etc:

_____*Please list the name and relationship of the individuals whom you would allow us to release and divulge your Protected Health Information (PHI) to without additional authorization:
1. ____________________________
3. ________________________________
2. ____________________________
4. _________________________________

BELOW IS FOR OFFICE STAFF USE ONLY

If acknowledgment of receipt of the Notice of Privacy Practices is not obtained from the patient or the patient’s representative, please explain your efforts to obtain acknowledgment and the reason you could not obtain it:

____ Due to an emergency situation, it was not possible to obtain an acknowledgment

____Communications barriers prohibited obtaining the acknowledgment

____The patient refused to sign

Other: 
